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Abstract
Background: Poor mental health in the perinatal period can impact negatively on women, their infants and
families. Australian State and Territory governments are investing in routine psychosocial assessment and
depression screening with referral to services and support, however, little is known about how well these services
are used.
The aim of this paper is to report on the health services used by women for their physical and mental health needs
from pregnancy to 12 months after birth and to compare service use for women who have been identified in
pregnancy as having moderate-high psychosocial risk with those with low psychosocial risk.
Methods: One hundred and six women were recruited to a prospective longitudinal study with five points of data
collection (2–4 weeks after prenatal booking, 36 weeks gestation, 6 weeks postpartum, 6 months postpartum and
12 months postpartum) was undertaken. Data were collected via face-to-face and telephone interviews, relating to
psychosocial risk factors, mental health and service use. The prenatal psychosocial risk status of women (data
available for 83 of 106 women) was determined using the Antenatal Risk Questionnaire (ANRQ) and was used to
compare socio-demographic characteristics and service use of women with ‘low’ and ‘moderate to high’ risk of
perinatal mental health problems.
Results: The findings indicate high use of postnatal universal health services (child and family health nurses,
general practitioners) by both groups of women, with limited use of specialist mental health services by women
identified with moderate to high risk of mental health problems. While almost all respondents indicated that they
would seek help for mental health concerns most had a preference to seek help from partners and family before
accessing health professionals.
Conclusion: These preliminary data support local and international studies that highlight the poor uptake of
specialist services for mental health problems in postnatal women, where this may be required. Further research
comparing larger samples of women (with low and psychosocial high risk) are needed to explore the extent of any
differences and the reasons why women do not access these specialist services.
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Background
Poor mental health in the perinatal period, defined as
from conception to 1 year after birth, is a global problem
[1]. Between 10 and 20 % of women report depressive
symptoms at some point in pregnancy and or the year
after birth [2, 3], yet many are not diagnosed or treated
[4, 5]. Perinatal depression and anxiety are associated
with poorer outcomes for women including risk of self-
harm, poor physical health, breakdown in relationships,
unhappiness in the maternal role and, for some, less cap-
acity to nurture their infant [2, 6, 7]. Research shows that
the early years of life strongly influence infant develop-
ment [8–10]. Poorer cognitive functioning, impairments
in language, physical, psychosocial, emotional and behav-
ioural problems have been identified in infants of women
with perinatal mental health (PMH) problems [11–13].
Key risk factors for poor maternal PMH include: mater-
nal mental health problems (prior and current), physical
ill-health, substance misuse, past history or current abuse
and situational factors such as quality of significant rela-
tionships, lack of support, lower socio-economic status
and living in areas of disadvantage [3, 14–16]. Further, the
mother’s birth experience, difficulties with breastfeeding
or having an infant with health problems, born prema-
turely or with a difficult temperament [17–20] are also as-
sociated with poorer maternal mental health outcomes.
Appropriate social support, adequate self-esteem, ad-
equate social and economic circumstances, and maternal
attachment state of mind [15, 21–23] are known protect-
ive factors. Another potentially significant protective fac-
tor is the woman’s propensity to seek help from health
and other professionals [24].
Studies of therapeutic and support intervention indicate
that PMH problems can be minimised if women engage
in appropriate services [25]. Significant efforts have oc-
curred both in Australia and internationally to redesign
and strengthen services, and to provide coordinated and
tiered care [1]. The Australian health service system in-
cludes publicly funded universal services (e.g. prenatal
care provided by midwives, child and family health nurs-
ing services for families with children 0 to 5 years of age)
located within primary care; targeted support for children
and families with additional needs (e.g. sustained nurse
home visiting programs) [26–28]; secondary and tertiary
services for those with higher levels of need including
mental health, drug and alcohol services, co-ordinated
team management with multi-component interventions
[29–31] offering evidence based interventions. To identify
women and families who will benefit from early interven-
tion and treatment, many countries including Australia
are investing in routine (universal) psychosocial assess-
ment and depression screening for pregnant women and
new mothers [1, 32, 33]. In New South Wales (NSW),
Australia, a new policy platform for maternal and child
health has been implemented and includes routine
psychosocial assessment and depression screening and
a coordinated service structure. Such assessment and
screening was trialled in a number of health districts
from 2000 and formally implemented as policy in
2009 [34]. Three levels of risk are identified through
the psychosocial assessment and depression screening, t:
Level 1: no vulnerabilities detected and women receive
universal midwifery and primary care services; Level 2:
women may be experiencing one or more issues such as
previous history of postnatal depression or mental health
concerns; an unemployed partner, death of a person close
to her in the past year, unstable housing, and lack of social
support or poor partner relationship; and Level 3: complex
risk factors, such as current maternal mental illness,
substance use, or domestic violence or previous child
protection involvement. Women identified with multiple
Level 2 or any Level 3 risk factors are referred to a multi-
disciplinary case meeting, where referral to more specia-
lised services, for example, drug and alcohol treatment, is
determined [35]. Some health areas have discreet specialist
perinatal and infant mental health (PIMH) services. These
multidisciplinary teams provide individualised care for
women and their families who are identified as at risk for
poor perinatal mental health outcomes [31]. Myors et al.
[31] examined the range of interventions that specialised
perinatal and infant mental health clinicians used in their
work with women and infants. Primarily the interventions
delivered depended upon the training of the clinician,
such as family of origin work/genograms, non-directive
counselling, and strategies to manage anxiety and depres-
sion. Clinicians also emphasised the therapeutic relation-
ship and the interventions they use within an attachment-
based framework.
However, many women identified with risk factors for,
or identified as having a diagnosis of postnatal depression,
do not take up services [5, 36]. Factors known to influence
service uptake include current mental health, symptom
awareness, normalisation of postpartum depression, time-
liness of care, perception of usefulness of service, service
quality and perceived stigma of being labelled as ‘de-
pressed’ [4, 24, 37, 38]. Factors such as help seeking
behaviour may potentially mediate the relationship
between risk factors and outcomes [39, 40].
The aim of this paper is to report the health services
used by women for their physical and mental health
needs from pregnancy to 12 months after birth and to
compare service use for women who have been identi-
fied in pregnancy of having ‘psychosocial risk’.
Methods
Study design
This study employed a prospective longitudinal design
with repeated measures following women from pregnancy
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to 12 months postpartum. Demographic data were
collected when the woman consented to participate in
the prenatal clinic immediately prior to her first prenatal
appointment. Data relating to risk factors including
mental health and service use were collected at 5 points in
time: 2–4 weeks after prenatal booking, 36 weeks gesta-
tion, 6 weeks postpartum, 6 months postpartum and
12 months postpartum.
Setting
The study was conducted at two metropolitan public
hospitals in NSW Australia with a combined birth rate
in 2012 of just over 8,000. Both have a well-established
process of assessment and screening and a referral path-
way and network of services developed over the past
10 years. Although state-wide policy and guidelines [35]
recommend the services and professionals required to
form the service network, these will vary across the local
health districts and the individual mental health and
maternity and child health services. Thus the path-
ways, services and staffing differed in each district
depending on resources and access to specialised staff. In
site 1 numerous pathways were available for women
following assessment in the antenatal clinic. These in-
cluded a sustained nurse home visiting program; spe-
cialised perinatal and infant mental health service with
four staff working as therapists/counsellors and one
psychiatrist. In addition, drug and alcohol services and
adult mental health services were available. In site 2 a
perinatal coordinator, who was a mental health nurse,
was employed to follow up with clients following refer-
ral. Some women were referred to antenatal group for
anxiety concerns; others received care coordinated by a
social worker, mental health nurse, psychologist and
women had access to a specialist perinatal psychiatrist.
Drug and alcohol services and adult mental health
services were also available.
Sample
Pregnant women booked to give birth at either site were
recruited to the study between October 2010 and
November 2010. Inclusion criteria were nulliparous and
multiparous women ≥ 12 weeks gestation at first prenatal
visit, who had public health care insurance (Medicare),
age ≥18, and sufficient proficiency in English to partici-
pate in structured interviews. The only exclusion criteria
were women who required an interpreter for the pre-
natal appointment.
Recruitment
An information letter about the study was included with
the confirmation letter for the first hospital appointment.
A research assistant approached women in the clinic prior
to their first appointment, provided them with further
information about the study, and invited them to partici-
pate. If women agreed to participate, they completed for-
mal written consent and demographic information
including; age, parity, relationship status, country of birth,
language spoken at home, employment status. All partici-
pants were offered a small remuneration for participation,
comprising a $A25 Coles/Myer gift voucher, given after
the first and third interviews.
In the study recruitment period, a total of 700 women
attended their first antenatal booking visit at the study
sites. Of these approximately 20 % did not meet the
study criteria. Of the eligible women, 125 (22 %) were
invited to participate by the research assistant who was
only available 2 days of the week. One hundred and six
women (85 %) were recruited to the study and com-
pleted consent forms and some demographic details at
recruitment. Fifteen percent declined to participate for a
range of reasons including they did not have time, did
not speak sufficient English or they were not interested.
Data collection
Data were collected using structured face-to-face and
telephone interviews using validated instruments. The
first interview (T1) occurred 2–4 weeks after the pre-
natal appointment and face-to-face interviews occurred
either in the clinic or in the woman’s home. Some
women (40 %) preferred a telephone interview at this
time. All interviews at 36 weeks gestation (T2) were by
phone and 60 % of interviews at 6 weeks (T3) were by
phone. All interviews at 6 (T4) and 12 months (T5) were
by phone. Interviews at T1, T3 and T5 took between 20
and 40 min and the interviews at T2 and T4 were be-
tween 10 and 15 min long.
Study measures
The instruments selected for this study have been
well-validated and most have previously or are currently
being used in Australian studies. Table 1 outlines data
collection and measure at each time point.
Maternal mental health was measured at T1, T3, T4,
T5 using the Edinburgh Postnatal Depression Scale:
(EPDS). This is a 10 item self-report measure designed
to screen women for symptoms of emotional distress
during pregnancy and the postnatal period [41]. The
Hospital Anxiety and Depression Scale (anxiety subscale)
(HADS-A), a 7 item scale, was used at T1, T3, T4, T5 to
assess symptoms of anxiety [42].
Psychosocial risk status was determined using the
Antenatal Risk Questionnaire (ANRQ) [32] together
with domestic violence screening and questions around
drug and alcohol use at T1 (see Table 2). The ANRQ con-
sists of 12 items that assess the following domains: emo-
tional support from mother in childhood, past or current
depressed mood or mental illness and treatment received,
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perceived level of support available following the birth of
the baby, partner emotional support, life stresses in the
previous 12 months, personality style (anxious or perfec-
tionist traits) and history of abuse (emotional, physical and
sexual) [32]. It is scored using a combination of categorical
and continuous data, with a possible maximum score of 62
and minimum score of 5 [32]. A score of 23 or more or
the presence of any of the weighted critical factors (a his-
tory of depression, psychiatric diagnosis and/or abuse or
emotional neglect in childhood) will identify women in the
moderate to high risk group in this sample [32].
Help seeking behaviour was measured at T1 using the
General Help-Seeking Behaviour (GHSB) questionnaire
[43] developed to formally assess two aspects of help-
seeking: 1) current intentions to seek help from different
sources for different problems; and 2) quantity and quality
of previous professional psychological helping episodes.
Maternal rating of need, service utilisation and service quality
Four components were assessed at T2, T3, T4, T5 based
on a previous survey by Reay et al. [5] and included: 1)
services accessed from a structured list which included:
midwifery, obstetric, general practitioner, other specialists
e.g. endocrinologist and child and family health (CFH)
nursing services, allied and mental health services, family
support services, drug and alcohol services, telephone
helpline and peer support eg Australian Breastfeeding As-
sociation; 2) types of treatments received; 3) time points
when service provided and, 4) rating of the helpfulness of
service on a scale from 1 to 5 where 1 is very helpful and
5 is very unhelpful.
Data analysis
Data were analysed using IBM SPSS Statistics for
Windows, Version 20.0 [44]. The prenatal risk status
of women was calculated and formed the basis for com-
parisons. Chi-square statistics and t-tests were calculated
to determine differences in health service use for women
at moderate/high risk compared to women at low risk.
Given that statistical significance is affected by sample size
[45], effect size statistics (ES) have also been calculated to
report on whether any statistically significant differences
are in fact clinically meaningful, or if there is an indication
from the ES measure that a non-statistically significant re-
sult is likely due to the small sample size. For chi square
analyses, phi (ϕ) values of 0.15 or more are considered
clinically meaningful, while for t tests d values of 0.3 or
more are considered clinically meaningful [45, 46].
Results
At Time 1, 83 women completed the surveys, including
demographic data. Numbers of women completing the
surveys varied across the different time points, with 66
at Time 3, 50 at Time 4 and 53 at Time 5.
Demographic characteristics and risk status
The risk status of women was calculated using the
ANRQ at T1. Eighty-three women completed this sur-
vey, of whom 33 (39.8 %) were classified as being at
moderate to high risk for poor perinatal mental health
outcomes, that is, either scoring 23 or more on the
ANRQ or having any of the weighted risk factors such
as childhood sexual abuse.
Table 1 Data collection points and study measures
Time Measures Instrument + validation studies + indications of previous use
Maternal measures of perinatal mental health, psychosocial risk and mediating factors
T1, T3
T4, T5
Mental Heath Edinburgh Postnatal Depression Scale (EPDS) [41]
Hospital Anxiety and Depression (HADS) anxiety subscale [42]
T1 Psychosocial risk Antenatal Risk Questionnaire (ANRQ)
T1 Help-seeking General Help-Seeking Questionnaire [43]
Service need and utilisation
T1-T5 Maternal rating of need, service
utilisation and service quality
Emotional Health Service Utilisation Questionnaire Comprises: 1) services the woman
accessed for help; 2) types of health professionals seen; 3) types of treatments received;
4) when health professionals seen (pregnancy or postpartum); 5) rating of the helpfulness
of contacts/treatments.
Table 2 Examples of the additional questions to the ANRQ
Series of questions on household smoking
Alcohol and other drugs
On average, how many days a week do you drink alcohol?
Do you consider alcohol to be a problem in your household?
Do you consider drugs to be a problem in your household?
Domestic Violence questions
Within the last year have you been hit, slapped, or hurt in other ways
by your partner or ex-partner?
Yes □
No □
Are you frightened of your partner or ex-partner?
Yes □
No □
(With a series of sub questions if the woman answers yes).
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No demographic differences were found between women
identified as moderate/high risk and those who were low
risk (see Table 3). Just over half of the women surveyed
were born outside Australia, though the majority of women
spoke English at home (see Table 3). The majority of
women had a partner, and the mean age was 30.32 years.
More than half the women had completed a university de-
gree. While not statistically significant, more women who
were at moderate/high risk reported they were unemployed
compared to those at low risk (21.9 % vs 10.4 %; ϕ = 0.16).
Approximately half the women surveyed were pregnant
for the first. While not statistically significant, a higher
Table 3 Characteristics of women at high compared to those at low risk (ANRQ)
Characteristics ANRQ risk status
Moderate/high risk Low risk χ2 (sig)
N (%) N (%)
Country of birth
Australia 14 (43.8) 21 (42.9) .006 (.937)
Other 18 (56.3) 28 (57.1)
Language spoken at home
English 24 (75.0) 37 (77.1) .046 (.830)
Other 8 (25.0) 11 (22.9)
Education level
Completed Year 10 or equivalent 2 (6.3) 0 (0.0) 9.074 (.059)
Completed Year 12 or equivalent 5 (15.6) 6 (12.2)
Trade apprenticeship/TAFE qualification 5 (15.6) 13 (26.5)
University degree 17 (53.1) 30 (61.2)
Other 3 (9.4) 0 (0.0)
Marital status
Partnered 30 (93.8) 49 (100) 3.140 (.076)
Unpartnered 2 (6.3) 0 (0.0)
Employment status
Employed (full time or part time) 17 (53.1) 31 (64.6) 4.988 (.289)
Full time mother/home duties 4 (12.5) 10 (20.8)
Student (either employed or unemployed) 3 (9.4) 1 (2.1)
Unemployed 7 (21.9) 5 (10.4)
Other 1 (3.1) 1 (2.1)
Pregnancy planning
Planned to get pregnant around about now 15 (45.5) 27 (54.0) 3.209 (.360)
Planned to get pregnant but not so soon 9 (27.3) 17 (34.0)
Unintended 7 (21.2) 5 (10.0)
Other 2 (6.1) 1 (2.0)
Parity
Primip 15 (50.0) 21 (44.7) .208 (.648)
Multip 15 (50.0) 26 (55.3)
Delivery type
Normal vaginal delivery 15 (71.4) 24 (63.2) 3.030 (.220)
Caesarean section 3 (14.3) 12 (31.6)
Vacuum extraction 3 (14.3) 2 (5.3)
Problems with delivery
0 to 2 11 (47.8) 16 (39.0) .468 (.494)
3 or more 12 (52.2) 25 (61.0)
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proportion of women at moderate/high risk reported their
pregnancy as being unplanned compared to those women
at low risk (21.2 % vs 10.0 %; ϕ = 0.16). There were no dif-
ferences in type of birth experienced (normal vaginal birth
vs elective or emergency caesarean section) or postnatal
problems related to delivery (see Table 3).
Women also completed the EPDS and the HADS anx-
iety scale at Time1. As would be expected, given that
the ANRQ includes current mood as a risk, moderate/
high risk women were statistically and clinically signifi-
cantly more likely than low risk women to have higher
scores on both the EPDS (t = −2.672, p = .009) and the
HADS anxiety Scale (t = −2.483, p = .015) (see Table 4).
Women were also asked to rate their personal confi-
dence and their general help seeking behaviour. On these
two scales, moderate/high risk women scored similarly to
low risk women (see Table 4).
Willingness to seek help
The women were asked how likely they were to seek help
in relation to emotional issues. Very few women in either
risk group indicated they were unlikely to seek help from
anyone (moderate/high risk = 6.7 %; low risk = 4.3 %).
Women, both those at moderate/high risk and those at
low risk, said that they were most likely to seek help from
their intimate partner (90.6 % and 98.0 % respectively).
Similar proportions of women in both risk groups re-
ported being likely to seek help from a friend moderate/
high risk = 81.2 %, low risk =71.4 %), parent (moderate/
high risk = 72.7 %, low risk =80.0 %), another family mem-
ber (moderate/high = 51.5 %, low = 68.8 %), or other rela-
tives (moderate/high = 39.4 %, low = 53.1 %). Almost half
the women in both groups reported being willing to seek
help from a mental health professional (moderate/high =
54.5 %, low = 44.0 %), or a GP (moderate/high = 36.4 %,
low = 46.0 %). Relatively few women in both risk groups
reported being willing to seek help from a help line, high
risk (18.2 %) and low risk (22.4 %).
Use of services
Following on from asking about their willingness to seek
help from various services, women self-reported service
use (see Table 5). Very few women, either moderate/high
risk or low risk, reported accessing mental health services
at any of the postnatal survey times. The most commonly
accessed mental health service was a telephone helpline
(see Table 5).
Women frequently used universal health services at
the three postnatal survey times, with no statistically sig-
nificant differences between the two groups of women at
each of the survey times. The majority of women at each
postnatal survey time visited a GP at least once in the
first postnatal year either for themselves or their baby
(moderate/high risk ranging from 60 to 94.7 % and low
risk ranging from 73.2 to 100 %). Similarly, a large pro-
portion of women also visited a child and family health
nurse during the postnatal period.
The use of specialist (e.g. obstetric, endocrinology or
paediatrics but non mental health) services, either for
themselves or their baby, was also common during the
postnatal period, though no statistically significant differ-
ences were found in the use of these services between
moderate/high risk and low risk women, and specialist
mental health service use was very low.
Clinically significant differences were found for the
two risk groups attending the emergency department at
all three time points (see Table 5). Low risk women were
more likely than mod/high risk women to attend this
service at 6 weeks (ϕ = 0.17), while the opposite was
found for at 6 month time point (ϕ = 0.18). Statistical
and clinical significance was found at 12 months, with
more mod-high risk women attending the emergency
department than low risk women (42.1 % vs 14.7 %,
χ2 = 4.943, p = .026; ϕ = .31).
Women were also asked if they had accessed or
attended any other kind of service. As these services
were not specifically prompted for, and the number of
women who responded was small, no significance testing
was undertaken. Women nominated various services,
the most common being those for parenting support
(e.g. child and family health nursing services). A relatively
high proportion of women reported accessing general par-
enting support services at each of the survey times
(6 weeks: moderate/high risk = 48 %, low risk = 24.4 %;
6 months: moderate/high risk = 47.1 %, low risk = 54.5 %;
12 months: moderate/high risk = 63.2 %, low risk = 61.8 %).
Table 4 Mental health characteristics of women at high
compared to those at low risk (ANRQ)
Characteristics ANRQ risk status
Moderate/
high risk
Low risk χ2 (sig)
N (%) N (%)
HADS status
< 11 25 (75.8) 44 (89.8) 2.913 (.088)
≥ 11 8 (24.2) 5 (10.2)
EPDS status
< 13 26 (78.8) 47 (95.9) 5.922 (.015)
≥ 13 7 (21.2) 2 (4.1)
Mean (SD) Mean (SD) t (sig)
HADS (total) 8.91 (2.95) 7.61 (1.78) −2.483 (.015)
EPDS (total) 6.85 (6.28) 3.84 (3.94) −2.672 (.009)
Confidence as a person 7.48 (1.33) 7.52 (1.68) 101 (.920)
General help seeking behaviour 42.45 (9.16) 44.88 (8.49) 1.234 (.221)
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Other parenting support services accessed included facili-
tated groups or peer support groups for PND.
Use of mental health services
Only a small number of women accessed mental health
services and there were no statistically or clinically sig-
nificant differences between the number of women
reporting accessing mental health services at any of
the postnatal survey times in the two risk categories.
Figure 1 below demonstrates the percent of women
accessing services for mental health (including psych-
iatrist, psychologist/counsellor, telephone helpline) at
the time of the 6 week, 6 month and 12 month post-
natal surveys.
Discussion
Almost forty percent of women in this study were iden-
tified as being moderate/high risk for PMH problems.
This is similar to previous reports of risk status in these
sites [47]. Over half of the sample was born overseas and
25 % spoke a language other than English at home. This
reflects the population of the study sites; one site was in
an area of known socio-economic disadvantage with a
high proportion of migrants from non-English speaking
backgrounds and the other site in an area with a high
proportion of English speaking migrants. Living away
from family and lack of social support is a known stressor
or risk factor in the perinatal period [3, 48]. Studies in
Australia and internationally consistently report higher
rates of PMH problems among migrant women [49–51]
and a recent study of women living in the same geograph-
ical area confirmed this pattern [15].
Importantly, few women reported that they were un-
likely to seek help from anyone for emotional issues.
However, the majority indicated that they were most
likely to seek help from their partners, their family or
friends and a lower proportion of women in both the
high risk and the low risk group reported they would
use a GP or mental health professionals. These views on
help seeking are confirmed by studies reporting behaviour
or actions by women when referred to services [52, 53].
Henshaw et al. [53] reported 83 % of women consulted
friends and family about symptoms of perinatal depression
while 50 % consulted health care professionals. Reilly et al.
in an Australian survey of 590 women experiencing
significant emotional distress perinatally, reported that
Table 5 Number of women who have used services at least once in the 12 months following birth
Service PN 6 week PN 6 months PN 12 months
Mod/high risk
(n = 25)
Low risk
(n = 41)
Mod/high risk
(n = 17)
Low risk
(n = 33)
Mod/high risk
(n = 19)
Low risk
(n = 34)
Mental health
Telephone helpline 4 (16.0) 5 (12.2) 2 (11.8) 7 (21.2) 1 (5.3) 7 (20.6)
Psychiatrist 1 (4.0) 0 (0.0) 1 (5.9) 1 (3.0) 1 (5.3) 2 (5.9)
Social worker 1 (4.0) 1 (2.4) 1 (5.9) 1 (3.0) 1 (5.3) 0 (0.0)
Counsellor 0 (0.0) 1 (2.4) 1 (5.9) 1 (3.0) 2 (10.5) 3 (8.8)
Universal health services
Midwife 13 (52.0) 19 (46.3) - - - -
GP (for self or baby) 15 (60.0) 30 (73.2) - - - -
GP (for self) - - 14 (82.4) 31 (93.9) 14 (73.7) 28 (82.4)
GP (for baby) - - 16 (94.1) 32 (97.0) 18 (94.7) 34 (100)
CFH nurse (at clinic) 12 (48.0) 17 (41.5) 11 (64.7) 19 (57.6) 8 (42.1) 10 (29.4)
CFH nurse (at home) 15 (60.0) 19 (46.3) 8 (47.1) 14 (42.4) 0 (0.0) 2 (5.9)
Specialist health services
Specialist (for self or baby) 7 (28.0) 11 (26.8) 7 (41.2) 14 (42.4) - -
Obstetrician 2 (8.0) 5 (12.2) - - - -
Specialist (for self) - - - - 1 (5.3) 6 (17.6)
Specialist (for baby) - - - - 2 (10.5) 7 (20.6)
Lactation consultant 4 (16.0) 9 (22.0) 1 (5.9) 6 (18.2) 0 (0.0) 0 (0.0)
Other
Emergency department 1 (4.0) 6 (14.6) 3 (17.6) 2 (6.1) 8 (42.1) 5 (14.7)a
aX2 = 4.943, p = .026
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30.3 % women saw a mental health professional; 42.6 % a
GP; while 90.3 % sought help from their partner, family or
social network [54]. In a qualitative study Abrams et al.
(2009) found that women overwhelmingly recommended
self-help practices such as “talking it out” with other
mothers in lieu of formal mental health care.
Professional help – primary care/universal services
Less than half of the women indicated on the GHSB
questionnaire that they were willing to seek help from
their GP for emotional health issues. Yet almost all
women (both mod/high and low risk groups) visited
their GP at least once from birth to 12 months for both
themselves and their baby. We do not know however
whether women were asked about or discussed mental
health issues in visits to the GP. This high use of univer-
sal and primary care services is supported by other
Australian studies [51, 55]. Lansakara et al. [56] reported
that 97 % of women had contact with a primary health
care practitioner, either GP or CFH nurse with regard to
their own health at least once during the first three
months postpartum, and most (approximately 75 %),
contacted both of these professionals at least once in first
three months. Farr et al. [57] also reported that infants of
mothers with perinatal depression or anxiety were as likely
to attend well baby visits and receive immunisations as
their counterparts. This reinforces the importance of gen-
eralist health professionals and those providing universal
CFH services taking the opportunity to inquire sensitively
about the social and emotional health of pregnant women
and parents with young infants.
Women identified as moderate/high risk were also sta-
tistically significantly and clinically more likely than
women with low risk to report attending the emergency
department at the 12 month. We do not know if this
was to access care for themselves or their baby. It is pos-
sible that women may present at ED with physical health
problems or complaints and that this may be a proxy for
emotional distress or lack of support. They may be less
likely to have a regular GP and use ED instead. Farr
et al. [57] also found that infants of mothers with pre-
natal and postpartum depression or anxiety were more
likely to have ≥6 sick/emergency visits than infants
whose mothers did not have PMH problems. Chee et al.
[58] similarly reported that women who had brought
their infants for three or more non-routine visits to the
infant’s doctor had a significantly higher prevalence of
depression. They were also more likely to have poorer
perceived emotional support from their families.
Use of mental health services
Approximately half of the women surveyed reported
they were willing to seek help from a mental health pro-
fessional. In reality few women, either high risk or low
risk, reported accessing mental health services at any of
the postnatal survey times. At the time of the 12 month
postnatal survey, approximately 26 % of women at mod/
high risk reported accessing any services for mental
health and primarily this was a telephone helpline ser-
vice. This apparent low uptake of mental health services
by women considered to be at risk for poor mental
health outcomes is reported internationally. In the US,
one study reported that only 34 % of women with prob-
able perinatal depression utilised professional help [52],
while another reported a 50 % uptake [53]. Smith et al.
studied a group of pregnant and postpartum women and
found that of those referred for additional services for
mental health concerns, 38 % attended at least one men-
tal health visit, while only 6 % remained in treatment
during the entire 6-month follow-up interval. They
found however that postpartum women were more likely
than pregnant women to attend for mental health treat-
ment. Importantly Smith et al. [59] found that women
who received a referral to services at the same site as
Fig. 1 Percent of women using mental health services
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their pregnancy and or postpartum care were more
likely to attend a mental health appointment.
Recent Australian studies demonstrated higher rates of
uptake for women experiencing postnatal depression,
Reay et al. [5] reported 63 % of women with a diagnosis
of depression accepted treatment and Lansakara et al.
[51] reported 65.5 % of women experiencing depressive
symptoms but only 44 % of women experiencing anxiety
symptoms alone had spoken to a health professional, about
their concerns. Reilly et al. [54] found 62.6 % women ex-
periencing any mental health symptoms in the postnatal
period sought formal health assistance (from any source).
This does not mean they necessarily remained engaged
with services.
It appears there may also be some services that are
more acceptable to women in the perinatal period. As
noted earlier, some LHDs in NSW have established peri-
natal infant mental health services (PIMHS). To date,
there have been few studies reporting the process and
outcomes from these services. Myors et al. [40] con-
ducted a mixed methods study to investigate women’s
engagement in and perceptions of the PIMH service.
They found 71.3 % women referred engaged with the
PIMH service. Building trust and therapeutic engage-
ment were central to the work of the PIMH staff and
client’s described this as their special time. Further-
more, while women in our study did not report using
tertiary level residential parenting services, others
have previously found that demand for these unique
Australian services (e.g. Tresillian and Karitane in
NSW) is high [60]. Christl et al. [61] have recently
shown that a high proportion of women using both
residential and outpatient parenting services in the
first postnatal year have high scores on the ANRQ
(postnatal version).
Contrary to what women reported on the GHSB ques-
tionnaire, the most commonly accessed mental health
service was a telephone helpline and the use of helplines
was slightly higher for women with high risk at 6 weeks.
At the 6 month and 12 month postnatal survey times
these variations were reversed, with fewer high risk
women reporting using a telephone helpline compared
to low risk women.
Barriers to help seeking
The low use of mental health services in our study may
have occurred for a range of reasons. First, women who
reported previous mental health issues or childhood
abuse may have had support to address these issues and
consequently did not believe they needed any further
services. In a qualitative study of a sub sample of these
study participants, some women indicated to midwives
conducting psychosocial assessment they had ‘dealt’ with
these concerns [62].
Stigma associated with mental health issues and feel-
ings of shame, embarrassment, fear of being labelled and
lack of understanding and/or support from family are
well-known to impede help-seeking [37, 59, 63–66].
This is accentuated by society’s view on the nurturing
role of the ‘mother’ and women report feeling pres-
sure to be ‘a good mother’, hiding their negative feel-
ings because they do not want to be seen as not
being able to cope [67]. This appears to be particu-
larly so for women from non-English speaking back-
grounds [49, 63, 68]. Some women fear that coming
forward with what they are experiencing may put
them or their partners’ legal status in the country at
risk or they at risk of losing their infant [4, 69].
The lack of knowledge of perinatal depression means
women may not recognise the associated symptoms,
leading to belief in myths and/or somatisation whereby
these symptoms are dismissed as a normal part of
motherhood [64, 65, 70]. Cultural belief systems and
language barriers also hinder women’s help-seeking
behaviours [37, 63, 66, 71]. The denial or dismissal of
mental health problems is reinforced by health ser-
vices that do not respond sensitively to the emotional
needs of women and for example, in pregnancy main-
tain focus on the fetus, dismissing the mother and
her needs [64, 65, 72, 73]. Many women may not
seek help due to their lack of time, child care and ex-
perience of transportation issues [37, 63, 64, 66, 70, 72]. It
is important to re-emphasise however that being ‘at risk’
for perinatal mental health problems does not mean that a
woman will develop a problem/s. In this study, we also do
not know what other social supports women may have
been using, although some did indicate in open text re-
sponses that they talked with family and friends about
their concerns.
Lack of service use may also be the result of service
availability and accessibility. There are many reports,
both in Australia and internationally, of the limited ac-
cess to primary, secondary and targeted support services
for women with perinatal mental health problems
[27, 74, 75] Access issues include that women may not
be aware of the services; the services may not be in a con-
venient location or time or accessible by public transport
and women may not have access to child care. The ser-
vices may also not meet women’s needs.
Facilitating health service use
Importantly there are also factors known to facilitate ser-
vice use, such as previous experiences particularly the
nature of their relationship with their health care profes-
sionals [4, 36]. Knowledge about perinatal depression
and positive previous experiences are associated with
intention to seek counselling and anticipation of better
results [76]. Buist et al. 2007 reported that women who
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had participated in a trial screening program were better
able to recognise depression in a hypothetical case, and
also assess their own mental state more appropriately. A
recent Canadian general population survey of 1207 re-
spondents also suggests that knowledge about periantal
depression is high [77]. They found that 72.7 % of all re-
spondents were aware of the risk for postnatal mental
health issues and agreed that women should have uni-
versal mental health screening at this time. They also re-
ported that assistance if needed, would best be sought
from a GP in the first instance, or alternatively from the
woman’s partner.
Prenatal appointments with a midwife or GP and
visits to the GP for physical health problems follow-
ing birth offer an important opportunity to ask
women about their mental health. Woolhouse et al.
[78] recently reported that women who experienced
five or more health problems in the first 3 months
after birth had a six-fold increase in likelihood of
reporting concurrent depressive symptoms at three
months postpartum and a three-fold increase in likeli-
hood of reporting subsequent depressive symptoms at
6–12 months postpartum.
Peer support, either those who have previously experi-
enced PMH problems or who are currently experiencing
problems can also promote help seeking behaviours for
women, alongside one another [73, 79]. Women have in-
dicated that they find comfort in knowing that they are
not alone and report finding women’s stories in maga-
zines and conversations on internet chat sites helpful
[73]. A recent study in the US reported that women
wanted access to a greater range of different kinds of
support for mental health problems, such as educational
groups or peer support [80]. They also described signifi-
cant social and economic needs which were rarely ad-
dressed in current services where the biomedical model
dominates.
Training and support for professionals
Universal or primary care service providers such as mid-
wives, CFH nurses and GPs are the first point of contact
for women in the prenatal and postnatal periods and
currently in NSW, are charged with conducting psycho-
social assessment and depression screening. It is import-
ant to consider how well midwives, CFH nurses and GPs
conduct the psychosocial assessment. A number of
women in the nested study by Rollans et al. [62] reported
that they were surprised by the questions they were asked
at this first meeting with the health professional.
Some indicated that they would not answer truthfully
if they did have concerns and others who did disclose
declined the offer of referral to the multidisciplinary
team. A high level of skill and confidence is required
to be effective in this role.
Limitations
The small sample size of the pilot study has not allowed
for adequate testing of hypotheses, in particular any in-
direct relationships between risk status, service use and
outcomes. As noted in the methods section, we excluded
women who had limited English and it is also likely that
some of the women who did not complete the surveys at
T1 after recruitment did not speak sufficient English.
Therefore the sample may not be representative of the
population giving birth at the two study sites, particu-
larly site 1. The participants were also a highly educated
group and may not represent the population, again par-
ticularly at site 1. The findings from this small study in-
dicate the need to systematically investigate the impact
of psychosocial assessment and risk identification on
patterns of service use and the subsequent outcomes for
women and infants.
Conclusion
These preliminary data add some support to local and
international studies that highlight the limited uptake of
specialist services for mental health problems where this
may be required. Further research comparing larger
samples of women (with low and high risk) are required
to explore the extent of any differences and the reasons
why women do or do not access these important special-
ist services. At the same time, research is needed into
the service system, to map current pathways and avail-
able services as well as ongoing service need and train-
ing and support for staff. It is important to remember
that being at risk for poor perinatal mental health does
not mean that an individual woman will develop problems
in the perinatal period or beyond. Specialist perinatal
mental health services are important but are limited in the
current climate of health service funding and many
women may benefit more from being linked to quality pri-
mary care services. Close examination of the service use
patterns particularly the use of GPs and CFH nurses for
mental health support is also needed.
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